sun valley

(e)y(e) care

Patient Contact & PHI Information Form

Patient’s Name: Birthday:

Primary Phone: Text:OYes ONo Type: OHomeQOcCellOQWork
Secondary Phone: Text:OYesONo Type: OQHomeQCell OWork
Address:

City, State, Zip:

Email:

Gender: OmMale QFemale QOther

Occupation: Employer:

**| authorize the following person(s) to receive Private Health Information (PHI) pertaining to my
medical care other than myself or any Physician involved in my care:

Name: Relationship:

Name: Relationship:

| acknowledge that | have read and/or received a copy of the Sun Valley Eye Care’s Notice of Privacy

Practices and Conditions of Service: QYes Initials: *

*

Signature of Patient/Parent or Personal Representative Date Signed

Print Name of Patient/Parent or Personal Representative Relationship to Patient

*This must be completed in order to proceed with your appointment
**This authorization remains in effect until we receive written notice of change.

Patient Contact & PHI Information April 2018



Sun Valley Eye Care, Inc.

Patient Name: Date of Birth

REASON FOR VISITING OUR OFFICE (please check all that apply):

[ Annual (Well-Vision) Exam The Below Symptoms May Require a Medical Exam
Contact Lens Exam (please complete our survey form) Headaches

[ | Blurred Near and/or Distance Vision Eyes: burn itch water feeltired feel dry

[ | Trouble Seeing at Night Flashes of Light

| Computer Eye Strain Floaters (black specks & spots)

| Lost or Broken Glasses Foreign Body (something in the eye)
Lenses are Scratched Other (please explain):

[ | Want New Glasses

| Want Thinner/Lighter Glasses

When was your last eye exam (month/year)?

Where was your last eye exam (office name/doctor name)?

MEDICAL CONDITIONS: Please check (“S” for self) or (“F” for family) or if none apply, mark None

Ocular History: None | Medical History: None

S F S F S F S F
Glaucoma Cataracts || | High Blood Pressure Diabetes
Macular Degeneration Blindness [ ] | Heart problems High Cholesterol
Retinal Detachment Eye Infections/Ulcers Thyroid problems Allergies
Retinal Tear/Hole Eye Surgery/Injury Cancer/Tumors Sinus problems
Amblyopia (lazy eye) Flashes/Floaters Arthritis Headaches
Strabismus (eye turn) Lupus Pregnant

Do you smoke?QYes ONo If yes, please indicate frequency

Please provide Primary Care Physician info including phone number, date of last visit, & any other pertinent info

Please list all the medications you are currently taking or write NONE

Do you have any allergies to medications? (Please list all that apply) or write NONE

Do you have/ have you had any injuries, major surgeries, illnesses, and/or diseases? Please describe below:

| certify that the medical information provided is as current and accurate as possible.

Patient or Guardian Signature: Date

Printed Name:
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sun valley

Care EsSENTIAL TESTING

At Sun Valley Eye Care, our doctors perform Comprehensive Eye Exams. Your appointment today will include a vision
screening test, to provide you with a prescription, and your doctor exam, which includes several tests to evaluate your
vision, eye health and screen for health conditions. Our doctors recommend the following additional screenings to
provide you with the best information about your eye health.

RETINAL SCREENING
Our Retinal Screening Test is a non-invasive diagnostic tool that produces digital high resolution, colored images of
your retina, optic nerve and blood vessels in the back or your eye. These images are stored electronically to allow your
doctor to detect and measure any changes to your retina at each exam. Hi-Res Retinal Photograph can help diagnose

and monitor for conditions like diabetes-related retinopathy, macular degeneration, retinal detachment and other
medical conditions.

Most insurance plans only cover dilation, not retinal photographs, so we offer them for a fee of only $39.00.

O YES, | elect to have a Hi-Res Retinal Photograph of my retina today instead of dilation.

O NO, | DECLINE the Hi-Res Retinal Photograph and am instead choosing to be dilated today. | understand
that dilation may make my vision slightly blurry and light sensitive for 4-6 hours.

O NO, | DECLINE PHOTOS AND DILATION today. | understand that | may need to schedule a follow-up visit to

have my eyes dilated. | understand that there will be a $50.00 fee for the follow-up visit that is not covered
by my insurance plan.

VISUAL FIELD SCREENING
Our Visual Field Screening test can determine if you have blind spots in your vision and where they are. This test can
help your doctor find early signs of diseases that gradually damage vision. Some patients don't notice any problems in
their vision but repeating the visual field test at regular intervals can help diagnose and monitor for conditions like
glaucoma, stroke, multiple sclerosis and other medical conditions.

Most insurance plans do not cover this screening, so we offer it for a fee of only $25.00.
O YES, | elect to have the Visual Field screening.

O NO, | DECLINE the Visual Field screening.

LIABILITY RELEASE
| understand that the potential for partial or total vision loss may result from undetected eye disease.

| therefore release Sun Valley Eye Care from any liability resulting from failure to detect or treat any eye condition
due to the lack of diagnostic information, which could have been obtained by performing these tests.

Signature: Date:
Patient / Parent or guardian if patient is a minor

Patient Name: Birthday:

2023SVEC Testing 08-01-23 SW
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